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facility to resolve grievances the resident may
have, including those with respect to the behavior
of cther residents.

This REQUIREMENT is not met as evidenced

Based on review of fasiily pdlicy, reviow of
Resident Council Minutes, and interview, the
Tacility failed to resolve a grievance for 1 (#138) of
16 regidents by Reskient Couricl meetings.,

The findings ncluded:

Review of facility poficy, Grievance Procedure,
dated August 2010, revealed "_..The grievance
procedute provides a mechanism by which
paients ant/or ety menibers may egres
complaints or problems. All facility staffis
responsible for assisting to resofve patient
complaints or problems broug:tto their
attenllon._.

Review of the Resident Councit Meeting Minules
datsd 2/9/15 fevealed ™...missing pants [Resident
#138]..."

Review of the Resident Council Minutes dated
41313 revealed "...sfl! have not gotien...pants
[Resident #138]..

Interviewr with the Activity Direttor (AD)on
412015 ot 330 P, in tho AlY's office, confirmed
the concerns from Resident Council regarding
missing clothing were given to the Sockl Worler
and the Adminietrator for followup.

A resident has the right b prompz efforts
by the facifity t resehve gievances the
resident may bave, including those with
respect to'the behavior of the other
resijents,

. Comective Action:

1. On 4/28/15 Realdent# 138 pants were
replaced by the Sodial Sandces Director.

2, The Sodlal sendoes director conducted an
audit of dll gricvarices for tha last 6 menihs
. on 4/28/20%5, 1) delerming if okher
residents were affected or the potential fo
be affocled. No other palients ware
Idenfifed.

3. {a) The Sodial Senvices and Activifios
. Director were inserviced 5M5/2015
by the Adminktrater regarding the
grigvanoe poficy and procedure,
25 well as prompt effoits (o
resolve grievances with
documentation and foliow-up.
{.) Al gdevances wik be discussed
datly during moming QA
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VD SUMMAITY STATEMENT OF DEFICENCIES o PROVIDERS L .
g“ﬁﬂx {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREEIY {EACH CORRECTIVE ACTION SHOULD CORPLETN .
TAG BEGULATORY OR LS IDENTTFYING MNEORMATION) TALS cmss-ngpma«lcm TO THE: AFPROPRIATE BATE
' 1 ) RIGHT TO PROMPT EFFORTS TO F16a] sep
F 186 | 483.16(7}(2) RIGHT TO P ) ‘
Right to Prompt Efforts to Resolve
ss=-n] RESOLVE GRIEVANCES . i
Avresident has tha right to prompt effotts by the Requirement

A

%ﬂﬂ; wf’r,,ﬁ;

OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE

TIE

bojbo U

An memmmmr)muammmmemwmmwmm
Y provida sufficient protection in the patients. (See instructions.) Excapt for nirming homes, the findngs stated above are disciosable 90 days
survey whather of bt a plan of camection s provided. For muasing homes, the above findigs and plarrs of comection ere disclosable 14
days folowing the dade these documents aremade available to thefacility.  deficlencies am diesd, an approved plan of comection Es requisita fo continued
paricpation,

rdbwingﬂ'edaleof

progeam

proviging | Is delermined that
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3 i } ; . : CORRECTION {xs)
KO m SUMLARY STATEMENT OF DEFIGENCEES - D PROVIDELSS PLAN OF .
PREFIX EACH DEFICIENCY MUST BE PRECEDED BY RULL PREFIX -  (EACH.CORREGCTIVE ACTION SHOWLD BE
TAG émué‘%?w mm’é‘n?m BEQEMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
. t - . Hed Al?arﬁda_s will be found or replacad
F 166 | Confinued From page 1 F 166 ~wilhin 14 days.
{d) Al rursing staffwere in-sesviced on
Interview with the Rasident Councl President on 5¢15/15 by the DON on proper
A/28/15 at 3:55 PM, in the Activity Room, - grievance policy and procedures,
~ | confirned the councit had not recelved a 4 The Administrator or will Monit
resolution fo the missing pants. for complitance mm:-ghazslgefem o
o - Py F g
1 i the Social Worker-{SW) on 4/28/15 m an
al 4:00 mm:m the SW office, mn(rmgdomésw meating and quartery 0 QA & A. 615115
was oot awaie of the rasients misslggpapts.
Interview with the AD on 4/28M5 at 4:10 P, in
the SW office, confamed the grievance for the
‘| missing pants had not baen resolved.
F 247 | 483,15(e){2) RIGHT TO NOTICE BEFORE F 247 ;?;7;83-15151@1
55=D | ROOMROOMMATE CHANGE RIGHT TO NOTIGE BEFORE
_ ROOMROOMATE CHANGE
A resident has the right to receive notice before .
the resldent's room or roormmate in the facifity is Requirement: -
changed. The resident wlll receive notice before
. tha resident's. ragin or mommate k the
e _ facity I chitinged.
Qis REQUIREMENT is not met as evidencad 1. On 4119'%1;%6&1&111;98 family member
3 _ Ve .
Based on facHlity policy review, medical racord 8 notiied of mom transfer.
reniew, and inferviews, the faclity faited to nofify . 2 ‘l?.'fﬁansoﬁSémcz 13;rwtor conducted an audit
ihe family of a room transfer for 1 resident (#98) naces last € months on
of 3 famly interviews conductsd. - : aeciot Ko oo ey s wero
) The itndings inchrded: 3. (a.) The Social Senvice Director was
* Eesetviced ot §545 by the
Review of faciity policy for Transferring Room to oy o et soaing the facity
Room, dated June 2014, revealed ™. . Transferring responsible party. ]
fromroommmcm...SodatSer;besmustn?ity 6/15/2015
Tamlly, patient, and/or responsible party five (5} 4. The Administrator will mori
. . Adrain onilor for compiia Lot
days prior to fransfer.., Family, Dﬂm andior - through daly re\deh: or;lall morm!:nama-r:m
responsible party may choose to waiva the chariges for 4 weeks and discuss findinge moathly
five-day period. if 5o, be sure to document famiy during Pafient Care & Service meeting and
wiived their rights in the clinical note. " quartarly o QA R A
FORM TS 2567 (00-55] Pravious Versions Obaclel . .Ewmtl:):lmﬂ melsc'm‘mrs HmﬁmsﬁmPau;e 20710
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F 323
35=D

Condinued From page 2

Medical record review revealed Resident #98 was
admitied 2/20/15 with diagnoses including Atrist
Fibtiflation, Congestive Heart Fallure, Reactive
Confusion, and Hypestension,

Medicat record review of the Clinical Notes -
Repott revealed ™. 41015 Pt [Patient] showed
mom 2D2A and agreed fo transfer with al
personal belongings to new room...4/41/15 PL
alert with confusion noted.. Pt tolerated room
change well...Pt. stated she fkes her new room
and rmommate_*

Interview with the resident was attempted 42745
at11:57 AM. The interview was discontinued due
to the resident’s confusion. Interview with the
resident's nlece, who was in the reom at the fime,
was conducted at 12:00 PM. The niece revealed,
. after admission, the resident was transferred to a

nieca of the room fransfer.

Interview with Licensed Praetical Nurse {LPN) #1
-on 4/29(15 at 8:04 AM, at the nurse’s station,
confirmed the family had not been notified of the
resident’s room transfer.

483 _25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISIONIDEVICES

The facility must enswre that the resident
emdronment remains as free of accident hazands
as is possible; and each resident recelves
adequate supervision and assistance devices lo
prevent nccidents.

diffecent room and the facllity had not nofified the |

F 247

F323{ F323483.25(h) FREE OF ACCIDENT .
HAZARDS/SUPERVISION/DEVICES,

Requirement

The facility will ensure that a resident
environment remains as free of accident
hazards as is pessible; and each resident
receives adequate supervision and
asstiance devices o prevent acgidents,

FORM CAS-2567(02-09) Prvious Versions Obsoietn | BemDAn
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SUMMARY STATEMENT COF DEFICENGIES PROVIDER'S F1AN OF GORRECTION {X5)
éﬁgﬁi mmcanenc&mnvuusrnsnuxxnanavﬁnL PREEX (EAGH CORRECTIVE SHOULD BE CONELETION
TAG - REGULATORY OR LSC DENTFYING INFORMAY(OM) TG CROSS-REFERENCED TO THE APPROPRIATE oAe

DEFICIENGY)
1- On 51515, the DON roundad and
F 323 | Continuved From page 3 . F322 obf;e rved Resitont ﬂ?‘:‘eiw
. transferrad by 2 Cerfified Nursing
This REQUIREMENT is not met as evidenced Assistants
by :
Based on medical record review, observation, B Y e DON and ADON d
- N 3 y ; chart review of
and interview, the facllily falled to ensure a safe memn;:mmsm any ireguiarities
transfer for 1 resident {#76) of 3 residents ) . noled wers appropriatoly addresced.
reviewed for accidents, of 28 residents raviewed. ) OnSHEZ015 2 100%
The findirigs Included: wos conducid by DON -+ 0
Medical recard review revesied Resident 576 was
admitfed to thie faciity on 2/27/08 with diagnoses .
inciuding Epiiepsy, Fracture Neck of Femur, S iE oy e o e e
Chronic ischemic Heart Disease, Alzheimer's Resdent Care Neads prior to
Disease, Chronic Pain, Anxiely, and - &fLﬁhﬂ gmm deﬁ:nt;lne
- mim o neede
Omm make sure of a safa transfar,
Medical record remew of the quarterly M:mmum (b} AL nursing stal was in-serviced on
Data Set MDS)daledmﬁreveal&dﬁ)e SH5M6 by the BON to
resident scored a 3 an the Brief Interview for e meate change In patient
Mentat Status (BIMS), indicaling fhe resident had pas
~ | sevaraly impaired cognitive skills, required (o)  All new nursing einployees wil ba

extensive assistance of 2 pessons for transfers, mﬁm'wtﬂ"ﬁkﬂ_‘em
and had experienced a fall since the prior Mvgfct:r’;"mpﬁnﬂ
assessment. § patent care,
Medlical record review of the Fall Risk (@) A falllog with intervertions whl be _
Assessment dated 2/8/15 revealad the resident kept at gach Nerses station. +
was at moderate risk for falls,
Medical record review of the eledirontc Care Plan
Repoit, revised on 2/14/15, revealed ~._ At risk for
falls w/t [related to] vision, balance, cogitive
impakment._Assist with mobiity with adequate
staff assist..”
Medical record review of the electronic Residant
Care Summaryhssassment, created on 2/10/15,
reveaied “. Transfer: AX2 [assisi with 2
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% 4. The DN, ADON, and SDC will
F 323 Con@mfmm Page4 F323 Tn!lemitorfnrcompﬁanoe through
personsl... - random Rounding dally x2weeks;
. then \weekly x4, and monthlyx 2 6/15/2015
Medical record review of a Nurses Event note ' mma;: ﬁﬂl’%’lﬁ%’g’ﬁ the .
dated 2/2815 at 6:30 PM, revealed *..CNA :
{Coriified Nursing Assistant] fook Resident o Moy 21 Quartery during OA & A
~ | bathroom, was getfing residant up off commode :
with gait bedt in use. Whan resident was done,
resident pulled herself up with grab bar {safety rall
in bathroom]. CNAwas pulling resident’s -
underwear up, when resident stated she wanted
1 1o sit down. CNA states she fold pafient to 'walt
just & second’, so sha JCNA] could pull up her
pants. CNA stated she lowered/eased patient io
-fioor with her knees” When she [CNA] noted
patient aitempting fo sit down In floor. Mo injurles
nofed. F‘a’hent assisted per 2 CMAs to patients
special chair...
Observation on 4/28/15 a1 1:40 PM. revealed the
rosident propeling sell, with the-feel, ina-reck In
ge chafr, with a pressure pad alarm in place.
interview with the Director of Nursing on 4/28/15
at 2:10 PM, in the activities room, corfirmed the
resident did not have 2 CNAS present to assist
' with the trarnsfer from the commede, at the time J
of the fall on 2/28/15. | £ 425 485 B50) DRUG .
: B0(c) DRUG REGIMEN
‘;;ff, fggggc) DRUf C_I?%?:MEN REVIEW, REPORT F 428 stavmeécgnr, T oo
" . Raquirement
The drug regimen of each resident must t:;d The Phamacistwi raport any
reviewed at least once a month by a hcen CtariBes o the ationdin i,
pharmaclst ::tgtm Director of Niroing, agnhy;me
reports wil be acted upor.
The pharmacist must report any lrreguia"rtias to
the atiending physician, and the directorof
oursing, and these reports must be acted upon.
FORM CMS-2557(02-29) Previoys Vrsions Obagh ‘ Bvent I 121451
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F 428 { Confinued From page 5

This REQUIREMENT is not met a8 evidenced
by: . »
Based on review of facility policy, medical vecord
raview, and interview, the faciity falled to ensure
a drug regimen review and report was compleled
tmely for an antramdely madicatlon for 1 {#155)
of 5 residents reviewed for unnecessary
medications, of 28 residents reviewed.

The findings indluded:

Review of thié faciiity golicy far the Consultant
Pharmacist, dated September 2014, revealed
*..Your fasility’s consuliait phamnacist will
conduct a drug regimen review monthly,..As a
pit of (e drugregimen reviewsthe eonoulin:t
may review diagnosis, formulary issues, drug
Interactions and other kmegularities. Other

[ focsurses that will be petformed on a rotating basis
include.. Psychoactive Thocapies...Physician
recommendations/stuggestions must be
communicated to the physician_..This process
must be completed within ten (10} business days
'{ to retain in compliance. The DOM [Director of
Nursing] must maintain the drug regimen review
list in a date sequencs fle. They must be readily
available ag the survey team will review with thair
annual vst..."

Medical record review revealed Resident #1585
was admitted {o facity on 11/4/13 with disgnosls
including Mental Diserder, Psychosts, Anxiefy
State, and Depressive Disordes.

.. | Medical record review of the medication

F 428 Continued from page 5~

Coraciive Action:

med being dsconfimued,

of 3 months,

1.- Resldent#£155 pharmacy recommmendafion wone
serd lo MD immediately with the PRN andety

2. AlPharmacy retommendations or that month
. were eviewed. 1 MDidentiad as not respondinig
o recommendations, This MD recommendations
will ba taied and fand delivered,

" [& (2} The DON and ADON were In-services by the
Adniinistrator on 5715715 to follow up on
recommendations weeldy unt? all zre ralumed

4. DON, ADON to maritor for phamacy 8/29/2015

recommendations retumed weekly for a minimum

FORM CMS-2567(02-98} Previoua Versiena Obsclola Event I3:1 21411
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LY
PREFIX
TAG

SUMMARY STATEMENT OF DE"K)IENG!EB
[EACH DEFICIENGY MUJST BE PRECEEED BY FULL
REGULATORY ORLSG IDENTIFYING 2NFORMATION)

. PROVIDER'S PLAN OF CORRECTION 451
m‘é’mz [EACH GORRECTIVE ACTION SHOWLD BE COHPLETTON
TAG

" Fazs8

Continved From page 6

adminisfration record for April 2015, revealed the
resldent was ordered Lorazepam (. Smg
{miltigrams} by mouth 2 times dally and
Lorazepam 0.5 myg IM (Infrzrmtisculary every 4
héurs as needod (pim) on S/04/14, -

Medical recand review of the care plas revised
375, reveded =, Psych [psychotropic] med

| Imedication]; Resident at risk for mood and

behaviors and side effects of psych med use to
marage mood and behaviors.-Interventions...
Pharmacy gonsuit to monitor med use and make
recommendations to MD Rdedical Doctoﬂfor
redm:tions o manges as tndimted

Medical record féﬁrﬁw revealed thiere was no
pharmacy recommendations regarding the
resident's use. of Lorarepam avallable in the

 facility as of 4/28/15.

Telephone interview with the phasmacist on
4{25%/15 a1 825 AM, revredled tha pharmacist

agreed to fax any phamacy reports o the facility |

for review by the survey team on 4/29/15.

Review of the Consultant Pharmacist
fecommendation to Attanding .
Physician/Prescriber, faxed by the pharmacist on
412915, with a "printed date’ of 10/29/14,
revealed ., 'l'hlsresladmtlsoan‘azepEnOS mg
BID [2 times datly] and 0.5 mg IM Q4K fevery 4
hom's]PRN Pleasem\nauﬂlemsaandtapenf
possibla..." Further review of the faxed repbrt
revealed it was signod and duted by the physician
420715 and siated "__DIC [discontinug] prs fhe

“jorezepam ordered for pon administration]...

Intecview with the Director of Nursing (DON) an
472912014, 5t 5:00 AM, in the conference room,

F 428
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confimed she did not have the Gonsultant -
Pharmacist recommendalion with a "printed date”
of 10/29/14 for the-Lorazepam dose reduction. F 401 48355 INFEGTION GONTROL,
F 441 :;?:3 B85 iNFES&N CONTROL, PREVENT F 4471 PREVENT SPREADLINENS
REQUIREMENT -
The facility must establish and mainfain an The facilly will estabish ang
~ | Infection Control Program desigired to provide = och ! an
safe, sandtary and comfortable ervironment and . m o provids & sa’,,f it a"’,y
1o help prevent the development and fransmission and cornfortable environment and (o
of disease and infeciion. help pravent the development and
trahsmission of disease amd infechion,
(a} Infection Control Program " GComect .
The facility must establish an Infection Contro orecive Adgon:
Prograsn under which it - 1. On4£28£2015, The DON In
(1) thvestigates, controts, and prevents infections 3";‘3’ RN ‘:nf l'lrsnemedhleu ong
in the facilfy; a when effictive
(2} Decides what procedures, such as isolation, ﬁiﬁ%@ﬁm 1880
should be applied fo an individual resident; and |
{3} Maintains a record of incidents and corective | . 2. On 41282015 Mad Pass augits with 7 olher
actions related fo nfections. nmsaso?iwblherRaﬂdanIsmaiedno
conaminaion or Improper hand:
{b) Preventing Spread of infection Tyaiene. .
1 (1) When the Infection Confrol Program 3. (a}0n4128:15&5f15;15 a
determines that a resident needs isolafion ta n!harﬁmns:gg:e%sbﬁm
an
pwﬂ;?mmor infection, the fackity must w‘mnwwmhwnﬂymn o
LiEy
(2} The faclity must prohiit employees with a be corapleted,
communicable disease or nfected skin leslons {b.) The DON & ADON Wil
from direct conta%am residents or their food, if g@ﬁ@“gxﬂm udits on £
direct contact will transmit the disease. _ o
=~ 1(3) The facliity must require staff to wash their 4. The DON and ADON wil monitor
hands afier each direct resident contact for which for compliance by conducting a
nendwashingle indicated byaccepfed mwhfl;tﬁns:;imed pass nudf:sw;m
] ITSes waek] r
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This REQUIREMENT is tiot metas e\ndenced
by

- Based on Tagility policy review, observaﬂnn, and

nterview, the fadlity staff fafled to appropriately
wash the hands during medication administratich

for 1 resident (#54) of 28 residents reviewed.

The findings included:
Review of the facility policy Hand Hyglene,

 revised August 2019, revealed "Hand hygiene Is

the simplest, most efective means of infection
confrol. The term hand hygiene refers to actions.
intended to decrease the memnber of .
comamination ricrsanganisrs of the skin.Hend
Fygiene must be peiformed ata
minirium...Before donning gloves and after
removing gloves..."

Review of the facility’s policy, Eyedrop ~ ~
Adminlshraiion Procedure for Adults, dated 2002,
revealed "._Wash hants [Examination gloves
may be wori]...Instill medication..wash hands_ .~

Observation on A28/M5 at 8:30 AM, inthe
resident’s room, revesied Registored Nurse (RN)
#1 administering medications to reskient §53.
Conlinued observation revealed, with goved
Tands, RN #1 used the bed arank to elevate the
head of ihe bed, and without washing the hands,
changed gloves, retimed (0 the medication cart.
and crushed ihe residenf’s medications.
Continted observation revealed, without washing
the hands, RN# changed the gloves and
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4 returned to the resldent's roomi. Confinued

observation revealed RN #1 administered the

resident’s crushed medications with applesatice,

with gloves in place, then administered a
nehulizer freatmeént. Contnued observafion

- | revealed, Without changing the gloves or washing

the hands, RN #1 instifled eye drops into each .
Beye, remmoved the gloves, and retumned to the
medicafion cart. . .
Interview with RN#1.on4i28115a_18:45AM.in
the hallway, confirmed the hands were not
washed when gloves wete changed and prior to
tire administration of eye medications.
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